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T HE diagnosis between an aneurism and a deep-seated abscess 
in the same region, has always been a subject of great 
interest to the practical surgeon, and much as we may pride our¬ 
selves upon the modern advance of our art, yet eases still occur in 
which this old question arises again, or causes great differences 
of opinion. In the case I am about to relate, so nicely were the 
signs balanced for aneurism and a great abscess, one for abscess, 
or against aneurism, that more than one-half the staff of the 
hospital stood boldly for the diagnosis, which finally proved 
erroneous—by that of aneurism—for it was an abscess. 

In the case of a popliteal aneurism, an abscess may very 
closely simulate its signs, when the purulent collection is deep, 
bound down by the deep fascia; under these circumstances so 
much pressure may be made by the confined matter, as to retard 
the circulation in the artery at least to some extent and 
thereby simulate one of the most reliable signs of aneurism. 
For I take it that the most certain diagnostic signs of aneurism 
arc; first, the effect produced on the circulation beyond the limits 
and the distensible pulsation of the tumor. While those of abscess 
on the other hand arc : first, deep fluctuation; second, superficial 
ccdcma. In the extremities cither upper or lower, these will 
usually guide aright, but in the thorax and abdomen, they no 
longer equally apply. 

The late Mr. Dcasc’s ease has a striking illustration. It was 
a ease of ilio-fcmoral aneurism in which suppuration had taken 
place, on viewing the tumor Mr. Deasc gave his opinion that it 
was an abscess, and although his colleagues held an opposite view. 

He plunged a bistomy into it, purulent matter flowed out, 
and Deasc looked up with a triumphant expression, but in a 
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moment this was followed by a fearful rush of arterial blood, 
which quickly terminated the patients life. 

I will now relate the particulars of the case, which has led 
me to make these remarks. 

Richard Latimer, 18 years of age, a very hale young man, was 
admitted in January 19, 1891, into the Adelaide Hospital under Dr. 
Beatty’s care. Since the previous April, that is, eight months before 
his admission, the patient has been suffering from pain in the left side, 
extending down both arm and leg of that side, but most severe in the 
side of iris chest. This pain got worse when he lay down in bed ; 
so much so that he used to arch his back forwards to obtain some 
relief. He noticed a swelling in the upper part of his left chest wall 
for the first time on Sunday, the first of December, 1890. He was 
going to bed, when this swelling was noticed. Next morning he went 
to tire neighboring dispensary when Dr. l'alkncr saw him, and he 
says gave him a plaster to put on the tumor. He was a printer by 
trade. He now abandoned his employment, that being ordered, and 
since has had much less pain. When questioned as to any injury 
having been inflicted on his chest, he remembered that in March, 1890, 
just a month before the pain began, a very heavy iron bar had fallen 
against the front of his chest. 

Dr. Falkncr discovered pulsation in the tumor and advised him 
to go to the hospital. Upon examination a pulsating tumor about 
the size of half an orange was found projecting from the chest wall, 
at the upper part of the cardiac region. The pulsation is systolic and 
the 2d sound is accentuated over the tumor, but except this there is 
no murmur. No rales arc heard through the lungs, but there is very 
feeble breathing all through the left lung and over the posterior part 
of it. There is dullness on ]>ercussion. The side is not at all 
retracted. The pulse is the same on both sides, and seems of equal 
volume. The sphygmoscopic tracings of each had the same charac¬ 
ters, there was a little marked decrotic curve. 

Feb. 15. The tumor has greatly increased in size during the 
past month. Its measurments are now as follows: vertical, 4% inches; 
transverse, 3^ inches. There is a strong pulsation over it, and to the 
fingers placed on cither side of the tumor this pulsation has a very 
expansile or distensile feeling. The next important point regarding 
this tumor is that it is very tender to touch, the patient wincing or 
even crying out when it is pressed or handled, and further fluctuation 
can be distinctly felt in it. The left side of the chest continues dull 
on percussion, except just along the spine, where the note is clear; 
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the chest expands very sluggishly on the left side; breath sounds under 
left clavicle arc feeble and almost inaudible laterally and posteriorly. 
Temperature, normal. 

Feb. 16. A consultation was held and the diagnosis as between 
abscess and aneurism discussed. 

I11 favor of the latter, or aneurism, were: First, the strong pulsa¬ 
tion; second, its distensile character; third, the clearness of the 
cardiac sounds; fourth, the accentuation of the 2d sound. 

For abscess were: First, the age and strumous appearance of the 
patient; second, the position of the tumor; third, the great tender¬ 
ness ; fourth, local oedema. 

In view of these signs, it was determined to puncture the tumor 
with a hypodermic needle and thus demonstrate its contents. This I 
accordingly did then and there, and slowly drew into the glass cylin¬ 
der l'lis. At once a free opening was decided upon and the patient 
was carried down to the operation theatre, there placed fully under the 
influence of ether, and with the aid of my colleagues, I proceeded to 
lay open this pulsating, purulent collection. Although I gave my 
advice strongly for this mode of treatment, yet I confess 1 never felt 
more nervous at any operation. Although no doubt could now be 
entertained that we had to do with an abscess, yet it looked so like an 
aneurism that I felt very queer, and when having made a free incision 
a dark greenish matter came freely out, my assistant drew back, mut¬ 
tering “ hrnociatea fetrise." llut no, it was dark sanguine pus. I 
washed out the cavity with a boric-acid solution very thoroughly and 
then introduced my forefinger to ascertain if possible the extent of 
the cavity. I found a cavity about the size of an orange, but with an 
opening at its left posterior side, which may have communicated either 
with the pcricardum or left pleura. 1 made no further investigation 
on this point. Hut having washed the cavity again, I drew the edges 
of the sac up to the skin, and secured complete drainage by stitching 
the opening in the sac to the skin, at the lower end of the wound. 
It could not be drawn together by deep or superficial sutures. 

He improved very markedly after the operation and gained in 
weight. His temperature varied very much, sometimes as high as ioi°, 
more frequently normal. The wound continued to discharge a weak 
pus, but not in any great quantity. The left lung, which had been 
dull on percussion, became resonant, and respiratory murmur was 
again audible through it. 

He went to the Convalescent Home, when the summer 
came, and for a little time seemed to be gaining health, A 
cheesy, strumous discharge continued to come from the wound. Small 



132 


J. A'. BARTON. 


strumous suppurations took place in several places, and the urine was 
found to be very albuminous. He died during the summer. 

Mr. Going conducted the post-mortem examination, and reports 
as follows: On laying open the chest the operation incision wa s 
found to lead to the cavity of the left pleura, there was no opening 
into the pericardium. The pleural cavity was almost obliterated by 
dense adhesions between the visceral and parietal layers. The sinus 
led into a space on the anterior surface of the left lung, surrounded on 
all sides by firm adhesions. This space contained a quantity of 
curdy, purulent matter. The back of the left lung was also bound 
down by adhesions, but they were comparatively easily broken down. 
Under the parietal pleura was found, here and there, masses about the 
size of a hazel-nut, each of a cheesy, strumous matter. 

Over the whole of the right lung and more especially in front 
were very distinct adhesions; so much so that the lung tissue had to 
be cut away to open the chest. 

On opening the pericardium a small quantity of scro-sanguineons 
fluid escaped ; the pericardium was covered with a thick honeycomb¬ 
looking substance which formed a tough membrane lining to it. The 
heart when its cavities were opened, was found free of any valvular 
disease, the muscular tissue seemed atrophied; extensive amyloid 
degeneration was taking place in both kidneys, liver and spleen. 

In order that the interesting lesson in diagnosis taught by 
this case may remain clearly in all our minds, I would conclude 
the record of the case by reminding my hearers that the true 
nature of the case appeared when full weight was given to the 
age, temperament and constitution of the patient. Looking at 
the young man and considering his constitutional tendency, it 
became evidently much more likely that he should suffer from 
abscess than from aneurism. 



